The clinical pattern of 119 children with recurrent abdominal pain, located most commonly in the periumbilical region, revealed no distinct features. The most common associated symptoms were pallor, tiredness and anorexia. The most important socioenvironmental and behavioral factors were marital turmoil in 44 per cent, school activity in 32 per cent, and perfectionism in 30 per cent. Laboratory and radiologic and fiberoptic endoscopic studies were uniformly unremarkable. Counseling on a continuing basis helped 105 of these children.
RECURRENT abdominal pain (RAP) is a common, frustrating, yet enigmatic problem in childhc~c~d. This paper describes the findings in 119 RAP patients with no apparent organic cause, reviews the principal psychologic factors in these patients, comments on the role of endc~scc~py in evalLaati«r~, aticl outlines a practical approach to management.
Subjects
In an urban community, 119 children ranging in age from 3 Y2 to 17 years were examined during a 30-month period (November, 1973, to April, 1976) because of this complaint. Sixty-three were male; 56, female.
One hundred and four were 5 to 17 years of age and 15, less than 5 years of age. All patients and parents were personally and systematically evaluated by the author. Outpatient observations and reevaluations were performed in 98 patients, and in-hospital observations on ~ 1. Multiple interviews with the child, mother and father, as feasible, were undertaken to discover potential factors contributing to RAP.
Clinical Expressions
The pain was recurrent with symptom-free periods in 89, and continuous with or without severe episodes in 30 ( Table 1 ). The pain was predominantly periumbilical in 68, in the lower abdomen in 32, in the upper abdomen in 12, and in the epigastrium in c~nlv 7.
The pains had been present for 3 to 6 months in 30 per cent, 6 to 12 months in 29 per cent, 1 to 2 years in 24 per cent, 2 to 5 years in 12 per cent, 5 to 10 years in 3 
Family and Social Histories
The average number of children in the family was 2.3. Of' our patients, 44 per cent were the youngest in rank, 33 per cent were only children, and 24 per cent were the oldest. The educational background included high school or less in one or both parents in 30 per cent, and college in one or both parents (mother-19 per cent, father-22 per cent, both-22 per cent). Other medical illnesses, e.g., diabetes mellitus, asthma, emphysema, were present in 22 per cent of mothers, and 24 per cent of fathers. The parental (mother and father) incidence of allergic disorders was 20 per cent, and of migraine headaches 27 and 16 per cent in mothers and fathers respectively. School absenteeism of more than I day in 10 occurred in 28 per cent, and was sporadic in 63 per cent. Regular school attendance was recorded with only 9 per cent. A preponderance of RAP during school hours was present in 32 per cent. Physical education was the school activity most commonly associated with RAP (17 per cent). Certain personality traits were frequently observed in these children. The perfectionistic or &dquo;super-achiever&dquo; type (obsession) was found in 30 per ceczt. Next in frequency 
Laboratory and Radiologic Examinations
Complete blood counts, urinalyses, and sedimentation rates, performed in all patients, were unrernarkable. None had occult blood in the stools. Examinations for ova and parasites and stool cultures performed in 89 patients, were all negative. Urine cultures performed in 57, were all negative. Upper gastrointestinal studies were performed in 99, barium enemas in 52, and intravenous pyelography in 34all were negative. Proctoscopy and rectal biopsy were performed in 18 with unremarkable results. Upper endoscopy was performed in 19 who had debilitating pain, and was negative in these selected patients. Lower endoscopy, performed in 3, gave negative results. Electroencephalography, performed in 22, was noncontributory in all.
Treatment
The initial treatment consisted of specific changes in the child's environment and was based on the diagnostic evaluation. This was followed by scheduled office visits, for both individual child and parental counseling and support. Months were usually required for a satisfactory outcome.
With respect to the frequency and severity of pain, this approach resulted in a &dquo;cure&dquo; (disappearance) in 21 patients (19 per cent), significant improvement in 78 (69 per cent), minimal improvement in 11 (10 per cent), and no change in 3 (3 per cent).
In a 4-year follow-up (telephone, office), relapses were observed in 27 patients (24 per cent). Only 6 patients were referred to a psychiatrist for attention. This resulted in significant improvement in 5 and minimal improvement in 1.
Discussion
Recurrent abdominal pain as a major isolated symptom usually occurs in children between 3 and 14 years of age, and most often between 5 and 10 years.',' Apley estimates its incidence as 9 to 15 per cent of the general pediatric population.' The maximum age of onset for boys is 9 years, while almost 50 per cent of' girls have an onset between 8 and 10 years. 1 The estimated incidence of organic disease (e.~., peptic ulcer disease, urinary tract infections) is 6 to 20 per cent.'
In this series, the clinical history was not helpful in identifying the cause. Nor did study of the relationships of the pain to body position, meals, food types, bowel movements, or the time of day aid in distinguishing organic from functional causes.
Colic was present in the developmental history in 29 per cent of patients with RAP, a considerably higher incidence than the 15 Marital discord (excessive argument, violence), separation, or divorce had occurred in 39 per cent of the families within the current year and in another 5 per cent over one year before the onset c~f RAP. per cent reported by Myers and Thaler in normal premature and fullterm infants Other difficulties included nightmares, problems with toilet training and enuresis, as noted also by others.1,5
The most important aspect of RAP appeared to be psychosocial, and constitutes an TABLE 3. Clinical ASSf'ssmnll oj RAP area which should be explored in detail by the physician during the initial interview. Additional visits by the parents, child, and possibly other farnily members are usually required for complete evaluation of the patient's psy~chc~lc>~ic status. In this series, as in others, there was a high incidence of similar gastrointestinal complaints in the immediate family. 1.5,6 Other medical illnesses, found in a high percentage of parents, were significantly fewer than reported by Stone and Barbero.5 5 Parental death was present in a smaller percentage.1,5 The personality features and relationships frequent in these patients include perfectionism and overachievement, parental oversubmissiveness, and excessive punishments.l. 5.7 Changes in residence or school were few. School absences were relatively common, as has been reported.1.5,6 In the present series, physical education was the school activity most often associated with RAP. Most importantly, marital discord or separation or divorce, temporally related to the child's symptomatic pattern, was considerably more frequent than previously reported.1,5 This, the major associated f~eature, must always be inquired about in each case.
Comments on Management
The clinical management c~f~ patients with RAP is outlined in Table 3 . Hospitalization may be helpful both for diagnostic evaluation as well as for observation of the interrelationships between the child, his family, and peers. The indicated laboratory and radiologic studies should be performed with those whose clinical history or physical examination are suggestive or confusing, and with those having a significant alteration of normal patterns of activity, e.,g., frequent school absence. The yield from such studies has been very low, confirming other reports.1.5 The new smaller fiberoptic instruments, which allow a direct examination ot the upper gastrointestinal tract, should be reserved for difficult cases by history or those with significant recurrent or continued change in their normal activity pattern (over 3 
months).
In recent studies, upper endoscopy has disclosed organic lesions in I 1 to 22 per cent of children with RAP of presumed functional etiology. 8-11 Controlled studies will be necessary to define the relationship between the observed lesions and RAP.
In contrast with other reports,I.5 sigmoido-Regular school attendance was recorded with only 9 per cent. scopic examinations and rectal biopsy provided normal findings in our patients with RAP. Fiberoptic colonoscopy has been used too infrequently to draw any conclusions. 12 When a thorough diagnostic evaluation does not reveal an organic cause, this must be stated directly and emphatically to the family. Specific precipitating factors, e.g., excessive marital discord, must be discussed, and specific environmental changes must be recommended in a concrete and attainable plan of action. Continued visits with adjustments of this plan, and emotional support, are paramount and can be accomplished almost always by a concerned and trusted f'amily physician. In only a few instances does ref'erral to a psychiatrist or clinical psychologist become necessary. Drugs should not ordinarily be given because these usually aggravate the f'amily's concept of the pain, create an unnecessary dependency, and are almost always unrewarding.
& d q u o ;
The therapeutic approach here outlined prracluces favorable results in most children with RAP. Long-term follow-up studies, by others as well as ourselves, indicate that the severity and frequency c>f' pain gradually diminish in the course of such therapy, as the child's adaptability to stress improves. 1,13
